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24141/64197 
A simple screening method for peripheral arterial 
occlusive disease 
To the Editors: 
It is well known that peripheral arterial occlusive 
disease (PAOD) is an independent risk factor for cardio- 
vascular morbidity and death. In addition, we have shown 
that the risk of death is significantly increased even with 
asymptomatic PAOD? The results of a recently published 
epidemiologic study, in which the accuracy of a simplified 
screening method has been determined, will be of interest 
to vascular surgeons? 
Segmental pressures at five different levels and Doppler 
flow velocities (femoral and posterior tibial artery) have 
been analyzed in 421 normal subjects and 63 patients with 
PAOD (diagnosed on the basis of previously established 
criteria confirmed by angiography). The posterior tibial 
flow velocity showed the highest sensitivity, specificity, 
positive and negative predictive values, and overall accuracy 
of any single parameter. In addition, an absent or audible 
but not recordable posterior tibial artery velocity signal 
combined with an ankle/arm pressure ratio of 0.8 or less 
yielded the highest overall accuracy (98%) with a sensitivity 
of 89%, specificity of 99%, positive predictive value of 
90%, and negative predictive value of 99%. 
These results indicate that the vast majority of PAOD 
cases can be identified with the described combination of 
ankle, arm pressure, and posterior tibial artery velocity 
determination, with only a hand-held Doppler velocity 
meter. 
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24/41/64198 
Reappraisal of  methods to measure carotid 
artery stenosis 
To the Editors: 
Neale et al. t compared uplex criteria to angiographic 
stenosis measured by the North American Symptomatic 
Carotid Endarterectorny Trial (NASCET) and European 
Carotid Surgery Trial (ECST) techniques. The authors 
conclude that vascular laboratories hould validate the 
duplex criteria they use against a standard angiographic 
method with reference to NASCET and ECST results. 
However, Neal et al. 1 do not recommend either of these 
methods and do not specify how duplex validation should 
be performed. 
There are three methods for measuring carotid artery 
stenosis on angiograrns (Fig. 1). The tightest residual 
lumen is measured and then compared with the far-distal 
internal carotid artery (NASCET), an imaginary outline of 
the carotid bulb (ECST), and the common carotid artery 
diameter. The last method is called the Carotid Stenosis 
Index (CSI). 2 The reproducibility, accuracy, and applica- 
bility of these methods are different. Neale et al.1 claim that 
the NASCET method is more reproducible than ECST 
because interobserver correlation was better for NASCET 
(r = 0.98) than for ECST (r = 0.91)1; however, no 
further data are provided to support his statement. The 
standard statistical measurement of reliability is the inter- 
class correlation coefficient (ICC). In a study of 130 
bifurcations, ICCs were 0.81 (NASCET), 0.86 (ECST), 
and 0.89 (CSI). NASCET was the least reproducible 
method, allowing interobserver variation up to 30%, 
ECST had interobserver variation up to 19%, and CSI had 
interobserver variation up to 15% (95% confidence inter- 
vals). 2 This variation may partly explain the differences in 
correlation of duplex criteria and angiographic measure- 
ments found by Neal et al. 1 
The accuracy of any method can be confirmed by a 
comparison of angiographic measurements to measure- 
ments made on the intact, surgically removed plaque 
(which can be considered the "gold" standard). Linear 
angiographic measurements are converted to area deriva- 
tions and then compared with the planimetry of the intact 
specimen. In 30 patients, the stenosis index by NASCET 
was 83.5% -+ 12.1%, which significantly underestimated 
anatomic stenosis (95.9% + 3.9%,p < 0.001). ECST and 
CSI were more accurate (94.5% _+ 7.0% and 93.2% + 
10.2%, ns). 2 
The clinical applicability of these methods was studied 
on consecutive patients who underwent angiography to 
determine the degree of carotid artery stenosis. In a study 
of 165 consecutive angiograms (330 bifurcations), 3 20% of 
carotid arteries were normal, 10% were occluded, and 70% 
